), which has estimated the effects of demandside financing program named as Janani Suraksha Yojana (JSY) on the utilization of maternal and child health care services in India, using the fourth round of District Level Household Survey (DLHS-4) surveyed on 76,847 Indian women in 2013e14. This survey contains the detailed information on the women's utilization of maternal and child care services, demographic characteristics, and socio-economic status.
Data
The data is based on the fourth round of district level household survey (DLHS-4), surveyed in 2013e2014, on India's eighteen high-performing states, Andhra Pradesh, Arunachal Pradesh, Goa, Haryana, Himachal Pradesh, Karnataka, Kerala, Maharashtra, Manipur, Meghalaya, Mizoram, Nagaland, Punjab, Sikkim, Tamil Nadu, Telangana, Tripura, West Bengal, and three high-performing union territories, the Andaman and Nicobar Islands, Chandigarh, and Puducherry, while the previous rounds of that survey collected data from all parts of India. This repeated cross-section survey surveyed on 76,487 women including beneficiaries of Janani Suraksha Yojana (JSY) and other similar schemes, and non-beneficiaries of any scheme. The data used in this study excludes beneficiaries of other schemes.
Experimental design, materials, and methods

Survey design
International Institute for Population Sciences (IIPS), India, conducted the DLHS-4, including the Clinical, Anthropometric and Biochemical (CAB) components for data collection, suggested by Ministry of Health and Family Welfare (MOHFW), Government of India. The survey was planned in 336 districts in the 26 high performing states and Union Territories excluding those covered under the Annual Health Survey. Using the multistage stratified sampling method, the DLHS-4 was planned to include around 1400 households with a population of approximately 7000 per district.
The survey was also designed to undertake some CAB tests so that district-level estimates for nutritional status and prevalence of certain lifestyle disorders can be produced not only among women in reproductive ages and their children below age six but also among all other members of households. The authors acquired the survey data from the official website of International Institute for Population Sciences (IIPS) through registration.
Data format
Filtered and analyzed
Experimental factors
The data was based on the DLHS-4 dataset and was extracted using STATA and reorganized using the Stata tabstat, reg and psmatch2 packages.
Experimental features
The data was collected from a household survey 
Value of the data
The data can be used to analyze the causal effect of postnatal hospital stay on post-discharge complications, as the data has a rich set of information about delivery and post-discharge complications in addition to the hours of postnatal hospital stay. The data will be useful to estimate the determinants of maternal and child mortality, as it has a wide range of socioeconomic determinants and thorough information on maternal and child health.
It is also possible to use the data to analyze how much birth rate has reduced due to the family planning program. The data can also be used to estimate sexual harassment faced by women. Note: Birth year dummies and state dummies were also used as covariates, but they are not reported here. Major CAB components include measuring height & weight, blood pressure, estimation of hemoglobin, and plasma glucose along with testing of salt for iodine component used by all households. Many questions, which were asked to women, are related to maternal and child health and reproductive health while other adult infectious diseases received very little attention in the survey. There are questions on tobacco and alcohol use, antenatal care, delivery and postnatal care, birth history, family planning immunization, breastfeeding practices and common childhood morbidity symptoms (cough, fever and diarrhoea). The survey also collected information on fertility preferences and menstruation.
Sample selection
The DLHS-4 collected socioeconomic data by surveying 378,487 households and their members, but it interviewed only 76,847 pregnant women (sample units of this study) to obtain data on the utilization of maternal and child health care (MCHC) services. They fall in the age group of 15e49 years gave their last births in 2008 and onward. The DLHS-4 discarded a woman of a household from asking questions regarding MCHC services' utilization if she gave her last birth before 2008. All 76,847 pregnant women were supposed to be included in our analysis as the proper implementation of JSY started in 2007. However, there are different numbers of missing observations in different MCHC services' utilization. For example, only around 42,370 women responded in some MCHC outcomes, and the rest of the women have missing values. We also exclude those women, who received benefits from other schemes, because of their different eligibility criteria and different benefit packages. In this way, we drop 3000 to 3764 women in different MCHC outcomes, but those fallen women change results of treatment effects only after third or fourth decimal points.
Data measurements and variable definition
We used a set of covariates in the logit regressions, which were used in the propensity score matching (PSM) estimations' of average treatment effects on the treated. These covariates are a mixture of self-selection criteria and the selection criteria set by the JSY administrators. Table 1 shows them with their sample sizes and means by treatment and control groups, and differences of means and p-values to know their statistical significance. Three dummy variables on poverty status, 1 scheduled caste status, 2 and tribal status 3 are the key selection/eligibility criteria set by the JSY administrators. Those who have below poverty line card and/or scheduled caste affiliation and/or scheduled tribe affiliation are entitled to get JSY benefits. Two continuous variables, the current age of woman and birth order, are also selection criteria established by the program administrators. The rest of the covariates include both continuous, and dummy variables are mostly self-selection criteria. To note that wealth index is constructed by applying principal component analysis over a list of wealth of household e cooking fuel, 1 The government of India provides below poverty line (BPL) card to the poor who are identified based on some criteria collected after doing a population survey in each state. Three such surveys were conducted in 1992, 1997 and 2002. After 1992 survey, an annual income threshold 11,000 Indian rupees is used to identify the poor. After the survey in 1997, along with an annual income threshold (Rs 20,000) some asset holdings such as house type and landholding were also used. After the survey 2002, the criteria to identify the poor were further widened by including the size of the operational landholding, type of house, availability of clothes, food security, sanitation, ownership of consumer durables, literacy status, status of household labour force, means of livelihood, status of school-going children, type of indebtedness, reason of migration and preference of assistance. The total score ranged from o to 52, and the states were given the flexibility of deciding the cut-off point. BPL card holders are entitled to obtain food grain, kerosene, cooking gas, etc., at highly subsidized rates, free housing, old age pension and free/subsidized healthcare services [1] . 2 Those who are untouchables are included in one of the schedules of the Indian Constitution, and therefore they are called the Schedule Caste people. The Varna System in the Hindu mythology has put them in the fifth category by calling them Ati Shudras (Untouchables) who were condemned for all dirty and polluting jobs. Although they call themselves Dalits or Harijans (son of God), they are the marginal people in the society. house type, number of dwelling rooms, electricity, house ownership, landholding, radio, television, computer, internet, telephone, mobile phone, washing machine, refrigerator, sewing machine, watch, bicycle, motorcycle, car, tractor, tube well, cart and air cooler. Table 2 shows summary statistics of outcome variables (utilization of MCHC services) similarly as we did in Table 1 . Except "Days of first breastfeeding", which is after how many days of birth a mother started breastfeeding her child, all outcomes are dummy variables. We see that all outcomes have statistically significant mean differences between treatment and control groups. They imply that JSY will have significant effects on the utilization of MCHC services. However, we expect a negative effect of JSY on only "Days of first breastfeeding", but we also see negative mean differences in the cases of "Advice on infant diarrhoea" and "Advice on infant pneumonia." We have got positive effects for these two outcomes when we estimate average treatment effects on the treated. Table 1 shows the summary statistics of socio-economic variables, and Table 2 shows the summary statistics of maternal and child health care outcomes. Now, Table 3 shows the results of the average treatment effect on the treated (ATT), estimated using the propensity score matching (PSM), for the outcome variables (e.g., the utilization of MCHC services). ATTs are the estimates of the treatment Note: We impute values of the above outcomes of the counterfactual groups using third nearest neighbors of log-odds ratios estimated from the logit regressions of JSY dummy on covariates under sample 1 and sample 2. We then estimate ATTs for these outcomes applying the simple mean difference formula. Bootstrapped standard errors are in parentheses. * p<0.05, ** p<0.01, *** p< 0.001.
Data description
effects of JSY on the outcomes. They are estimated for samples 1 and 2. In Table 1 , we see that there are some missing values in socio-economic variables as sample sizes are not the same. Mother and her husband's education have significantly lower samples than others. In sample 2, we drop them when we estimate ATTs, but sample 1 includes all covariates in Table 1 . With the increase in sample sizes in sample 2, the control group mainly includes more poor people than the treatment group, and thus the treatment effect estimates, ATTs, increase. We use psmatch2 command in STATA to estimate ATTs. The do file and the dataset are available in Mendeley data.
Method
As [2e5], and [6] estimated causal effects using the DLHS-3, the DLHS-4 also allows us to employ a multivariate regression model to identify the causal effects of JSY on the utilization of MCHC services. Using STATA, we did analyses of PSM and fuzzy regression discontinuity design.
PSM is a method estimating treatment effects when we assume that treatment is provided based on observed covariates. If the unconfoundedness and overlapping assumptions are satisfied, PSM produces unbiased estimates of treatment effects. However, there can be some unobserved factors, such as political or social connections with JSY administration, which can influence the selection for JSY. In such a situation, PSM gives biased treatment effects. Therefore, we also use fuzzy regression discontinuity design, which is an instrumental variable regression that corrects endogeneity of the treatment dummy, JSY. See our paper [7] for the detailed explanation of these methods.
